The lifetime care of the diabetic patient presents the physician with great responsibilities. Because of the very uniqueness of diabetes, these responsibilities cannot be ignored even though frequently they will tax his capacities. In no other chronic disease is it so imperative for the patient to understand the principles of treatment and to apply his knowledge day by day-To an unusual degree the character, temperament, and philosophy of the individual influence his fidelity to treatment and his ultimate health and longevity. Furthermore, the vicissitudes of life are extremely likely to affect the behavior of the disease and to demand emergency changes in the program. In no other disability is there a need for a closer relationship between the physician and his patient whose lifetime may, and indeed often does, exceed his own.
Are we fulfilling our obligations to the patient? To be specific, are we training him adequately in the technical phases of daily care? Does he know food values and diet calculation? Will he have a practical understanding of diabetes and how it may affect his future? Does he know how to prevent diabetic acidosis? Has he been made to appreciate the importance of good control and the part it plays in the complication story? Do we as physicians take the trouble to understand him as a person, to know his worries and frustrations and his home environment? And, with this information as a background, do we then help him to develop a philosophy which will smooth the rough spots of his lifetime with diabetes ?
Unfortunately, we must give a negative answer to most of these questions. Our technical training of the patient tends to be cursory; first, because we delegate the duty to persons who are apt to regard the work as another chore; and second, because we assume that the patient knows more than he does. We fail to arrange a plan for subsequent care that is economically practical for him, and therefore lose the opportunity for adequate supervision and counseling, so imperative during his first year of treatment. And it is a common fault to permit our preoccupation with the scientific phases of diabetes to overshadow our interest in the human side of the problem.
For these and other reasons we fail in our efforts to help the patient achieve an ideal objective-a long, comfortable, and useful life. These achievements are never possible for a person who makes little or-no effort to keep his diabetes controlled. This statement brings us inevitably to the question, "What constitutes diabetic control?" In some circles freedom from symptoms of glycosuria and maintenance of weight are considered criteria for control. In other areas chemical control is sought. In between the two extremes is a reasonable concept which admits that it is undesirable to attempt to keep the labile diabetic sugar-free, but that one should permit as little glycosuria as possible consistent with freedom from severe insulin reactions. Failure to differentiate clearly between this group and the larger insulin-tolerant group has led to a state of confusion in the minds of many practitioners, with the result that control in this group (usually easy to obtain) is not sought.
A philosophy that maintains that diabetes and vascular degeneration are part and parcel of the same disease, and that complications are inevitable despite control if the patient lives long enough, has gained too many followers. This pessimistic attitude ignores completely the contrary evidence; that is, the growing number of twentyfive-year duration diabetics who are free from vascular disease. We are seeing too many tragic examples of the fact that insulin has kept many diabetics alive, but not controlled, long enough for vascular complications to develop. We feel that we do not have the right to jeopardize the future health of our patients by compromising with indifferent control. We have a strong conviction that this attitude is more justifiable and reasonable than the policy of those who take a defeatist position.
The time is long since past when strong emphasis should have been put on the need for higher ideals in treatment and standards of health for the diabetic. If we as physicians do not urge higher standards for our patients, how can we expect them to strive for them? We need a renaissance in the importance of diet. The diabetic on insulin is living on a subsidy, so to speak, and like people and industries which survive largely because of this type of help, is prone to do as little as possible to help himself.
What qualities must a physician have who accepts the obligations we have discussed? Certainly he should be a man who can face the problem in its broadest aspects and at the same time not be annoyed by details. Furthermore, he should possess infinite patience. It is one thing to maintain an enthusiastic interest in the patient's physical and emotional problems. It is still another thing to instill and perpetuate this attitude in the patient's mind throughout his life. In the apt words of Randall Sprague in his presidential address at the San Francisco meeting, he must administer care for the patient with "warmhearted compassion."
We are facing an obligation of our own making. Its breadth and depth give it great magnitude, but perhaps its very continuity gives us a feeling of inadequacy in fulfilling the obligation. 
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DIABETIC NEUROPATHY
In discussions regarding the long-term effects of diabetes, vascular complications are often stressed without adequate mention of other influences of the disease. Judging from end results, the effect of inadequately controlled diabetes on the body is a general one, including a widespread deleterious influence not only on the vascular but also on the nervous system. Emphasizing the not infrequent coexistence of retinopathy, nephropathy and neuropathy, Root (paper before Section of Medicine, American Medical Association, San Francisco, June 22, 1954) has suggested the term "diabetic triopathy."
It is likely that diabetic neuropathy represents a general effect, although the prominent signs and symptoms are most often those of a peripheral "neuritis" involving particularly the lower extremities. In certain patients, as Goodman points out in an article elsewhere in this issue, the manifestations appear to arise chiefly from affection of the femoral nerve. In such cases, pain and tenderness, paresthesias and muscular weakness all reflect the distribution of this nerve. Absence of the patellar tendon reflexes and a positive femoral nerve stretch test (Lasegue's sign in reverse) are other diagnostic points emphasized by Goodman. However, as in Goodman's cases, femoral or other peripheral nerve involvement is oftenaccompanied, followed, or even preceded by other manifestations of neuropathy including "neuropathic foot," paresis of the urinary bladder, "diabetic diarrhea" and postural hypotension. Perhaps paralyses of extraocular muscles should also be included. In patients with diabetic neuropathy, increase in the total protein of the spinal fluid is often found without increase in cells.
As stressed by Goodman, meticulous and consistent control of diabetes is the most important measure in treatment. If histories are carefully taken it will be found that, almost without exception, control of diabetes has been poor prior to the development of neuropathy. It is true that when patients present themselves for treatment the diabetic condition may be under good control and casual questioning will show that this situation has prevailed for some days or weeks. However, more persistent examination will reveal that a long period of neglect preceded this. Then with development of symptomatic neuropathy, the patient on his own took steps to bring the diabetic condition under control only to find that after some weeks the symptoms of neuropathy persisted. Only after this was the physician consulted.
It goes without saying that along with careful control of diabetes, a diet thoroughly adequate in protein, vitamins, minerals and calories should be provided. It is reasonable to supplement the diet with preparations containing vitamin B complex, although no striking beneficial effect should be anticipated from such medication.
When patients with severe pain down the extremities (often worse at night), marked hyperesthesia of the skin, and weakness respond in two or three weeks to the treatment described above, the problem is relatively simple. The patients who "try the soul" of the physician are those who, after weeks and months of careful control of diabetes, still are miserable with persistent symptoms. They represent the real problem of diabetic neuropathy and these are the patients with whom all would welcome more specific therapy. True, experience has shown that in time almost all patients become comfortable (although residua of hypesthesia, impairment of vibratory sense, etc., may be left) and the physician may with confidence give an ultimately good prognosis. However, the patient tires of the weeks or months of continued discomfort and partial disability. The list of agents tried over the years is a long one: vitamin B complex given orally or parenterally, crude liver extract BAL, pregnant mammalian liver extract and vitamin Bi 2 . Physicians who have treated large numbers of patients
